Stenosing Colitis with the Formation of a Gastrocolic Fistula J H 0 Earle MD and C Naunton Morgan MS Married woman, aged 23; no children.
April 1957: Developed diarrhoea, the bowels opened four or five times a day. Stools loose with mucus but no blood. The symptoms were never severe and did not incapacitate-her unduly. They gradually subsided but her stool never returned to normal and her bowels were open twice a day.
Shortly after the onset of diarrhoea she developed a painful red swollen knee-joint for about two weeks before it became normal again. She has since had many attacks of pain and swelling of the knees and ankles. 1958: Fissure-in-ano.
26.1.60-12.2.60: Admitted to the Royal Masonic Hospital. Since the onset of her illness she has had intermittent attacks of diarrhoea which she related to eating certain foods, particularly nuts. Latterly she noticed she was passing blood per rectum. The attacks of 'arthritis' continued. Investigations: Barium enemas at Newcastle in 1957 and at the Royal Masonic Hospital in January 1960 showed two areas of narrowing, one in the transverse and the other in the descending colon. Radiologically the probable diagnosis was Crohn's disease rather than ulcerative colitis. The small bowel was normal. In January 1960 a small amount of barium was seen in the stomach and the possibility of gastrocolic fistula was raised. However, a barium meal in February failed to demonstrate a fistula. Other investigations were normal apart from a slight antmia (Hb 78%, 11-5 g%), a raised E.S.R. (30-50 mm in lh, Westergren) and an increased gamma globulin as shown on paper electrophoresis.
September 1960: Barium enema showed a gastrocolic fistula. November 1960: Barium enema after readmission confirmed the fistula and showed considerably more narrowing of the lesions of the colon.
Treatnient: In 1957 in Newcastle she had been treated with rectal cortisone for three weeks without improvement. In January 1960 at the Royal Masonic Hospital she was seen by Dr T Hunt who considered that medical treatment should be given a further trial as her general health was good and she was relatively symptom free. She was put on Salazopyrin, one tab. b.d., and seen at regular intervals.
When the presence of the gastrocolic fistula was confirmed in September and also because she was anxious to start a family, it was decided to proceed with a total colectomy. This was performed on December 2 with closure of the gastrocolic fistula. She made an uninterrupted recovery and was discharged on December 22. Operation specimen: Macroscopy: It consisted of the lower end of the ileum, ctcum, ascending, transverse and descending colon. The appendix was 6-0 cm long with a maximum diameter of 0 3 cm. It appeared to have undergone a change of obliterative appendicitis. In the ascending colon were two polyps. In the transverse and descending colon were two stenosing lesions, that in the transverse colon was 8 0 cm in length and at about the mid point of it was a fistula connecting the narrowed colon to the small portion of the stomach which had been removed with the colon. The fistula passed a fine probe without difficulty. The mucosa on the proximal side of the lesion showed ulceration extending over a longitudinal diameter of some 4 0 cm and almost completely encircling the bowel wall.
The second stenosing lesion, 8-0 cm from the first and similar to it was 16-0 cm long. The mucosa was ulcerated at both ends. The mucosal surface of the unstenosed ascending colon had a smooth shiny appearance such as is seen in the atrophic changes following ulcerative colitis, and the mucosa between the two areas of stenosis was similar.
Microscopy: The stenosed lesions show severe active ulceration of the mucosa with islands of intact mucosa remaining. The ulceration appears as vascular granulation tissue with infiltration by plasma cells, histiocytes and polymorphonuclear cells. The mucosa in the ascending colon and between the two stenosing lesions is thinned and the number of acini diminished. At the margin of the first stenosing lesion a crypt abscess was found.
The polyp examined appears to be an inflammatory tag of mucosa.
In the submucosa, muscularis and serosa there is follicular lymphoid hyperplasia as well as more generalized lymphocyte infiltration which in some areas has the appearance of 'streaming' through the muscularis. The circular layer of muscle appears hyperplastic. One multinucleate giant cell (6 nuclei) of the foreign body type has been found but there are no giant cell systems present.
The mesenteric lymph nodes show reactive hyperplasia. The lower end of the resection is through normal bowel.
The histological changes in the appendix are those of obliterative appendicitis. This case is presented because of the formation of the gastrocolic fistula and because clinically and radiologically the probable diagnosis was Crohn's disease whilst histologically the changes in the colon showed features which could be associated with this or with ulcerative colitis and were not conclusive of either.
[Meeting to be continued]
